A severely constricted ulnar nerve in the cubital tunnel needs to be transposed anteriorly. This dogma is incorrect. A severely constricted ulnar nerve does not need anterior transposition if it can be decompressed in situ and the cubital tunnel does not have any severe scar.
A2 or A4 pulleys cannot be incised; otherwise, tendon function will be jeopardized. This is not true. When the other pulleys are intact, the A2 pulley can be released to 50-70% of its length and the entire A4 pulley can be released without notable influence on tendon function.
After trapeziectomy for first carpometacarpal arthritis, ligament reconstruction is necessary. This is also not true. Simple trapeziectomy without ligament reconstruction leads to the same outcome as trapeziectomy with ligament reconstruction.
We are trained to follow set medical rules and standard practices. Some of the set rules are well-validated, but some are not and are based heavily on thoughts and teachings. Frequently wrong teachings continue as dogma in medical texts as well as in practice. Not many of us recognize them and fewer ever call for questioning them.
First of all, to determine if a set rule is well validated and correct is hard. To do so requires extensive knowledge. In the literature, lack of sound evidence supporting a long-held practice can alert that it is a dogma. Once we know that a set rule is not well validated, we have a reason to question it. Second, challenging existing dogma and revising them is not easy; it is an evidence-seeking process. Seeking proof should be through clinical studies, and such proof should ultimately come from multiple teams, with efforts often spanning years or decades.
Several commonly held practices regarding management of distal radial fractures and single digital nerve lacerations have been challenged recently. I applaud our colleagues who raised the questions and challenged our current beliefs and practice trends. It is true that we often are led by trends but spend little time questioning them.
The Journal benefits greatly from international authorship and readership. Why are our decadesold and commonly held practices not perceived as such worldwide? It is particularly beneficial to notice variations in some common practices in different regions of the world. Such dogma may eventually be changeable.
Examples are numerous. Plating dorsally displaced distal radial fractures is common in some regions of the world; yet most of these fractures can be treated more economically and equally efficiently with closed reduction and pinning or casting. Similarly, splinting the fingers in a functional position for a few weeks is a common practice in many countries; but uncomfortable, full metacarpophalangeal joint flexion (intrinsic plus position) has been used elsewhere for patients who can be more comfortably and equally efficiently splinted. No literature has shown that splinting the fingers in a functional position has clinical consequences.
Dogma is extensive. One should realize that challenging dogma is, at the academic level, well above test-taking for board examinations or obtaining a diploma of hand surgery specialization. Some correct answers to test questions may be dogma, but these beliefs must be taught to the beginners to guide their practice. We are lucky to have truth-seekers who shake us out of established ways of thinking. It is those who not only seriously question existing dogma, but also take action to search for truth, who improve our practice.
Challenging existing dogma is a vital process and a driving force to advance clinical science. I draw your attention to the two review articles in this and the previous issue of the Journal, in which a number of recommendations are counter to current trends or raise serious questions regarding commonly held beliefs. I urge you to take a moment to consider their points and to appreciate the approaches taken.
